Aim: A burn is a physiopathological process where damage occurs in the skin and subcutaneous tissues and can affect the entire body depending on its depth and surface area and the reason causing the burn. Burns are most common in children and in the home environment according to a large number of studies. We compared the clinical and demographic features and the treatment protocols of our cases who were diagnosed with a burn in this study.
Introduction
A burn is a physiopathological process where damage occurs in the skin and subcutaneous tissues and can affect the entire body depending on its depth and surface area and the reason causing the burn. Burns are most common in children, in the home environment, and as a result of hot liquids according to a large number of studies (1, 2, 4). Around 40 thousand burn patients were admitted to the hospitals in 2013 in the United States of America and the burn was fatal in 3,400 (6) .We compared the clinical and demographic features and the treatment protocols of our cases diagnosed with burn in this study.
Material and Method
A total of 52 patients who presented to the Erzincan State Hospital Burn Unit between July 2008 and June 2010 and were diagnosed with burn were included in this study. Their charts were retrospectively International Journal of Scientific and Technological Research www.iiste.org ISSN 2422-8702 (Online), DOI: 10.7176/JSTR/5-12-17 Vol.5, No.12, 2019 investigated. The demographic findings, burn surface area and burn degree as determined in physical examination were recorded from the charts of our cases. The first-degree burns received medical treatment only and were followed-up at the outpatient department. The second-degree burn cases were admitted for treatment. Wound healing was achieved by debridement and dressing in third-degree burns.No complication developed in any of our cases after the treatment and all were discharged with full recovery. The study was approved by the Kafkas University Faculty of Medicine Ethics Committee.
Results
Of the 52 patients who presented to the burn unit, 33 (63.46%) were pediatric patients and 19 (36.53%) were adult patients. The mean age was 18.2 years. Of our pediatric patients, 17 were female (51.51%) and 16 were male (48.48%). Of our adult patients, 12 were female (63.15%) and 7 were male (36.84%). A first-degree burn with a surface area between 10% to 15% was found in 12 (36.36%) of our pediatric patients and in 8 (42.10%) of our adult patients. (Figure 1 ). These burns consisted of hot water burns and sunburns. The patients were treated as inpatients for one week and then referred to the outpatient department for follow-up. The mean duration until recovery was 7 to 10 days. A second-degree burn with a surface area of 25% to 40% was found in 15 (45.45%) pediatric patients and 6 (31.57%) adult patients. (Figure 2 ). These burns were hot water burns. Our patients were admitted to the burn unit and their wounds were treated with dressings. The mean duration until recovery was 4 to 6 weeks. Our patients were discharged after healing without any complication. A third-degree burn was found in 6 (18.18%) of our pediatric patients and in 4 (21.05%) of our adult patients. (Figure 3 ).A cautery burn developing during cesarean section was present in one of the four adult patients. The others were due to whey or hot water burns. The patients were admitted to the burn unit and dressings alone or with debridement were used for treatment according to the burn healing status. No complication developed in any of our cases after the treatment. All were discharged with full recovery.
Conclusion
Burn patients should be evaluated in detail. Burns are divided into 4 stages according to the classification. First-degree burns affect only the epidermis, second-degree burns affect certain layers of the dermis, third-degree burns include all layers of the skin and fourth-degree burns include the muscles, tendons and bones. Second-degree superficial burns are red, pink, wet and painful (1, 2). There is decreased sensation but capillary filling is present. These burns are expected to improve in 10-14 days. Deep dermal burns are cherry red in color and have a dry surface. There is no sensation or capillary filling. They usually improve within 3-8 weeks if no infection develops. There is a tendency to scar formation due to the long inflammatory process during recovery (1, 2, 3, 4). Our cases included patients with first-, second- , and third-degree burns. Most of our patients were children, similar to the literature (3, 4) . The burn area is usually calculated using the rule of nines in burn patients (4) .It is appropriate to start the treatment by calculating the percentage of the burn area. We also started the treatment after calculating the burn area in our study. Sunscreen creams, aloe vera creams and moisturizing creams are used twice a day in addition to antihistamines in the treatment of first-degree burns. It is important to provide analgesia. The patient can be hospitalized and treated as an inpatient to relieve the pain and provide the necessary hydration in large first-degree burns. Surgery is not required in the treatment of second-degree superficial dermal burns and these can be treated with the appropriate creams and dressings (2). Paraffinimpregnated fabrics will decrease the pain during dressing changes by avoiding adherence to the wound. Polyurethane film sheets can also be used in cosmetically visible areas. If these cannot be provided, gauzes impregnated with paraffin or oily ointments (e.g., 0.2% Nitrofurazone ointment) can be used. Small blisters can be left in place. Large blisters should be drained or removed and followed-up with dressings. Antibiotic creams containing silver sulfadiazine, mupirocin and nitrofurazone can be applied directly to second-degree deep dermal burns. Such burns improve but result in a significant scar without surgical intervention. Surgical intervention is recommended for better healing with a smaller scar (2, 3, 5, 6, 7, 8) . It is best to apply the proper dressing and transfer the patient to a burn unit/center without delay. Third-degree burns are treated with serial excision of the scars and skin grafting. Sunscreen creams and analgesics were prescribed for our patients with first-degree burns. The patient was called for weekly follow-up. The duration until recovery in these patients was 7 to 10 days. Our second-degree burn patients were hospitalized and treated by with antibiotic creams containing sulfadiazine and applying dressings under sedation. The mean duration of improvement varied between 3 and 6 weeks. Our patients with third-degree burns underwent debridement in the operating room. They were then treated by removing partial thickness skin grafts from intact skin tissue with a dermatome and placing them on the debrided areas. Daily checks were performed and dressings with antibiotic creams applied under sedation. Although trying to prevent the development of functional disability in the joint areas is mandatory in the early stages, it requires a strong and continuous effort. It is quite difficult to differentiate the care in the acute stage from burn rehabilitation because pain, limitation of movement due to inflammation and the accompanying scar, and the long-term adverse musculoskeletal dysfunction are affected by events that mostly occur in the early period (8, 9) . Although pain management is a major challenge for clinicians, proper pain control is the basis for effective burn care, from the initial injury to long-term recovery (9) . Studies should therefore be continued with a multidisciplinary approach to understand the pathophysiology of inflammation in burns in order to develop preventive interventions and treatments affecting the functional result. Continuing the hypermetabolic treatment after a burn has resulted in significant improvements in the growth and development of children in particular. (8, 9, 10, 11) . Suggested issues to study to improve the functional results following burns include the medical, surgical approaches to prevent heterotopic ossifications due to the scars and immobilization, scar modulation with laser treatment, and skin replacements. Psychosocial problems that develop after burn injury may become permanent over time. Psychosocial interventions may be required for many years after burn injuries. Psychological and physical rehabilitation should be started and managed in an interdisciplinary manner during and after the burn period (6, 7, 8, 9, 10, 11) . Physiotherapy and psychiatry consultations were requested for the patients in our study. Some of our patients were started psychiatric treatment. The required exercises to prevent contracture development were implemented by the psychotherapist. Pain control was provided by the anesthesiologists. In conclusion, the proper intervention can prevent deepening of the burn, infection and fluid loss in the early period but a multidisciplinary approach is required to arrange the appropriate treatment for the burn patient.
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